Chronic pancreatitis is a progressive inflammatory disease, which leads to intraductal stones in up to 90% of patients with this disease. Intraductal stones can cause ductal obstruction with subsequent intraductal hypertension, resulting in chronic pancreatic pain. The aim of interventional endoscopy is to alleviate pain through restoration of pancreatic flow by extracting pancreatic duct (PD) stones. However, the success rates of endoscopic retrograde pancreatography (ERP) and mechanical lithotripsy are disappointing (∼9%), especially if large stones are present. Recently, per-oral transpapillary pancreatoscopy was successfully combined with electrohydraulic lithotripsy (EHL) to achieve a ductal clearance rate of 43% to 100%.

Here, we report the case of an 18-year-old woman with chronic hereditary pancreatitis (SPINK1 mutated). Given her recurrent episodes of acute pancreatitis, chronic pancreatic pain, and PD stones in the prepapillary region, ERP was performed with sphincterotomy and extraction of 3 small stones ([Fig. 1](#fig1){ref-type="fig"}). Her pain persisted, with ongoing PD dilation and a large stone remaining in the pancreatic head; therefore, a duodenal-preserving pancreatic head resection was performed 9 months later ([Figs. 2](#fig2){ref-type="fig"} and [3](#fig3){ref-type="fig"}).Figure 1Endoscopic retrograde pancreatography showing multiple stones in the pancreatic duct *(arrows)*.Figure 2Preoperative CT scan showing a significantly dilated pancreatic duct *(arrow)*.Figure 3Anatomic situation after the Bern modification of the duodenal-preserving pancreatic head resection. (From Gloor B, et al. A modified technique of the Beger and Frey procedure in patients with chronic pancreatitis. S. Karger AG. Dig Surg 2001;18:21-5.)

After a symptom-free interval of 22 months, the patient's pain recurred with a new onset of acute pancreatitis episodes. MRI and EUS showed a PD of almost 10 mm with several intraductal stones distal to a causative anastomotic stricture ([Fig. 4](#fig4){ref-type="fig"}). An EUS-guided pancreaticogastrostomy was performed, and a 7F transgastric stent was inserted. Six weeks later, the access tract was dilated with a balloon up to 8 mm, and a 10F 5-cm plastic stent was placed to secure the transgastric access ([Fig. 5](#fig5){ref-type="fig"}, [Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.VideoGIE.org){#interref0010}).Figure 4MRI showing the dilated pancreatic duct with intraductal stones *(arrow)*.Figure 5Transgastric stent into the pancreatic duct.

Two months later, the PD was transgastrically accessed with a spyscope, and a large intraductal stone was clearly identified ([Fig. 6](#fig6){ref-type="fig"}). EHL was used to completely fragment the PD stone, after which a guidewire could be passed through the main PD and the papilla into the duodenum. This route was secured with two 7F stents that were placed through the stone fragments to the prepapillary region ([Fig. 7](#fig7){ref-type="fig"}).Figure 6Stones inside the pancreatic duct, visualized with the spyscope.Figure 7Securing the pancreaticogastrostomy with 2 stents.

Two months after this intervention, the patient remains asymptomatic. Overall, transgastric per-oral pancreatoscopy (tPOP) combined with EHL is a viable option to clear PD stones if they cannot be reached by ERP because of altered anatomy.

Further treatment includes complete fragmentation of the stones, most likely in a combined antegrade and retrograde approach. This should allow spontaneous stone passage supported by stent therapy. Finally, the anastomotic stricture will be cannulated and dilated until appropriate drainage through the pancreaticojejunostomy is feasible again.
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Video 1EUS-guided pancreaticogatrostomy with transgastric per-oral pancreatoscopy and electrohydraulic lithotripsy.Video Script

Written transcript of the video audio is available online at [www.VideoGIE.org](http://www.VideoGIE.org){#intref0010}.
